This report is based on a small-scale qualitative study exploring therapist and client perspectives on the therapeutic change process in home-based family therapy for children with conduct disorder. The study consisted of focus group discussions with therapists, interviews with client families and audiotaped therapy sessions. The findings suggested that homebased therapy (home visits) was effective in improving hard-to-reach clients' access to help, resources, and opportunities, as well as the therapists' access to invaluable information about their clients. Home-based therapy also helped the therapists to develop professionally, making it possible for them and their clients to engage in different power relationships, which were seen by both parties as one of the principal motivating forces and important aspects of the change process. In addition, exploring clients' perspectives appeared to be useful.
Introduction
Children presenting very aggressive behaviour are among the most common referrals to Child and Adolescent Mental Health Services (CAMHS) in the UK. Such problems also impact these children later a Department of Child and Adolescent Psychiatry, Tokyo Metropolitan Children's Medical Center. Japan. Email: yuriko_morino@tmhp.jp. in life by increasing physical and mental health issues in adulthood, such as emotional, academic or relationship difficulties (Carr, 2014; Scott, 2008,) , highlighting the importance of treatment at a young age (Arseneault et al., 2002; Kim-Cohen et al., 2003; Scott, 2008) .
These children and their families are perceived as being difficult to treat because they often miss appointments or never return after a few initial sessions (Kazdin, 1996; Scott 2008) , creating a vicious cycle of repeated referrals for their worsening problems. The current standard CAMHS interventions seems to be failing them.
There are evidence-based treatment programmes available to these children and their families, such as Multisystemic Therapy (MST; Henggeler et al., 2009) , Functional Family Therapy (FFT; Sexton, 2011) and Multidimensional Treatment Foster Care (MTFC; Chamberlain, 2003) , all of which are based on the concepts of the coercion mechanism and social learning theory (Patterson et al., 1982) , social ecology (Bronfenbrenner, 1979) , systems theory and Structural Family Therapy (Minuchin, 1974) . However, these programmes are intensive, requiring specially trained and supervised workers to implement them. They also tend to be short, usually lasting only three to six months.
As a systemic psychotherapist working in the CAMHS setting, I too had experienced failure and hopelessness in trying to help these children. I then worked with a specialist outreach team designed for these patients. In the course of this work, I witnessed changes which the children and their families were able to make despite the fact that they had multiple problems. This experience differed markedly from my previous ones, prompting me to examine the reasons for these differences more closely.
Aim of the study
The purpose of this qualitative study was to explore the clients' and therapists' perspectives on the change process during systemic psychotherapy for children with conduct disorder in the CAMHS setting in order to generate ideas for further therapeutic work. My research questions were as follows:
(1) How do the clients experience and understand the change process, and what meaning do they give to these changes?
(2) How can the change process be observed in therapy sessions (by the researcher)? (3) How do therapists perceive the change process with respect to their contribution? (4) How can these different perspectives be understood in relation to each other?
The study included three sources of data: a focus group with the therapists, interviews with the families and audiotaped therapy sessions. 1 
Method

Recruitment and participants
The Reframe team (R-team) 2 was set up in a CAMHS setting in East London in order to work with children aged five to thirteen years who had received the diagnosis of conduct disorder. The children with whom the R-team had worked were younger than those seen in treatment programmes such as MST or FFT. The team used an assertive outreach model based on systemic theory and various schools of family therapy, such as narrative, solution-focused, structural and Milan systemic therapies. They also incorporated different techniques including Parent Management Training and Social Skills Training, and liaised with other agencies such as schools, social services and youth offending teams.
Three therapists were recruited from the R-team. Families were recruited from among those who were being seen by these therapists (one male and two females, one of whom was the team manager).
The child participants were required to be at least eight years old to ensure that they were capable of giving their consent to participate in the study (Abramovitch et al., 1991) , and each child's condition had to be diagnosed as a conduct disorder with or without ADHD consistent with the ICD-10 Classification of Mental and Behavioural Disorders (WHO, 2003) . Four families agreed to participate. The length of the R-team therapist's involvement varied from six months to four years. Of the participating families, two were single-parent families, one with the father, and the other with the mother, as the head of the household. The other families consisted of a mother, stepfather, and their children. One family also included a maternal grandmother, who actively participated in the therapy sessions. In terms of ethnicity, Ideas of the change process 3
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Data collection and analysis
The mid-phase of the therapy (session 6 or later) was chosen for data collection and analysis was based on the likelihood that some positive change had already occurred by then. The mid-phase therapy sessions of two different families were audiotaped. 3 Four parents were interviewed by the researcher with or without their children (Appendix 1). A focus group was held with the participating therapists, and the interactions were transcribed. All of the data were analysed using the Grounded Theory (GT) approach, which was chosen for its suitability for identifying, describing and clarifying social processes (Willig, 2001) . The limitation of the GT approach is that it does not shed much light on which resources are available to the participants and what constraints people experience. Discourse analysis is better suited to obtaining information on these matters. I initially planned to analyse the same data using discourse analysis but abandoned this plan due to time constraints.
I first analysed the focus group transcription, then the therapy sessions carried out by two R-team therapists, and finally the family interviews. As the categories from the last two sets of data were very similar, they were conflated. The analysis was used to compare the therapists' perceptions, therapy practice, and the family's views.
Only two families had their children present at the interview, and only one of the children and his siblings spoke about the changes. Also, one therapist reviewed the changes made by the children and their family. Based on this information, I gained a general understanding of the children's perceptions but was unable to analyse them fully. Consequently, most of the changes discussed in this paper are based on the parents' and the therapists' perceptions of the change process, which constitutes one of the limitations of this study. The study focused on the therapeutic change process rather than the definition of change; hence I did not define change in detail.
Self-reflexivity
Burnham et al., (2008) defined self-reflexivity as the awareness of one's own social difference and argued for its importance in research and clinical practice. Of all of the factors in my social background, the fact that I was formerly an R-team therapist had the strongest implications for this study. I found that I was often unaware of the culture and the ethos implicitly shared by the team. There was also a risk that I might have placed an excessively Ideas of the change process 5
The Association for Family Therapy and Systemic Practice positive interpretation on the way the R-team functioned. To prevent this, I tried to tie the categories to the actual words spoken. I also discussed the findings with non-R-team therapists to become better aware of my own assumptions.
Results
Family interviews and the therapy sessions
I interviewed four families at their homes. Figure 1 shows the relationships among the categories from the family interviews and the therapy sessions. The children and their family described 'positive change' mainly in behavioural and concrete terms. The results of the data analysis are as follows.
Having a sense of agency
All four parents claimed to have effected some of the positive changes through their own actions or by using strategies discussed with the Rteam therapist (three parents), in some cases going so far as to claim all of the credit for the changes. One mother said that she managed to bring about change because she was prompted by the therapist to devise a solution on her own:
I can ask him [the R-team therapist] a question and he can twist it so I'm answering my own question. He's very, very clever at that. And it was very annoying at one point because I would ask for his advice and I was answering myself [laughter] . But it made me understand that if I look hard enough I can find the answers . . . Cos I don't think he's got the answers. I don't think anyone's got the answers.
Another mother said that she became confident enough to make changes and to take control of her situation because she 'was put back in charge by the therapist, and made aware of her own ability to be in control, and to be in charge'. She credited this change to her therapist's willingness to listen to her and share her experiences by observing her and her family at home, thereby acknowledging and validating her struggles.
During a therapy session, one parent thought that 'being asked for my own ideas', 'being able to exchange ideas with the therapist' and 'being given the strategies to use' were crucial to effecting change. In this way, the family appeared to gain greater control over their own situation
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This category consisted of the following sub-categories:
• change is beyond one's control/fear of catastrophic change;
• being in a powerless position.
Three parents stated that they were powerless to influence change and that change occurred when something positive inside a child emerged naturally. They also felt that time would solve their problems. During one of the therapy sessions, for instance, the parents claimed that (positive) change just occurred without their involvement: 'There is nothing we can do but wait for A's bad mood to pass'.
In the interviews, the parents talked about their frustrations and struggles, suggesting that they had no say or control in what occurred. They strongly expressed feelings of powerlessness.
Oscillating between two positions
In the interviews the parents oscillated between the two extremes of having a sense of agency and feeling utterly hopeless. They talked tentatively about positive changes, mentioning their frustrations at feeling powerless and ineffective. However, they also talked about the strategies they used to try to effect changes.
This oscillation was observed in a therapy session with A's family. The R-team therapist tried to make the family aware of the positive changes they had initiated through their actions. The family, however, presented these changes in a fragmented way or failed to notice them at all, quickly returning to the idea that they were unable to influence any events. The R-team therapist highlighted the family's successes to make the family's achievements visible and coherent for them.
In all four families only one mother persevered in taking charge and tried to make changes without being sceptical, although she confessed that it was difficult to continue her efforts. Her general sense of competency might be explained by the fact that she had been working with the therapist for the longest time (four years). Therefore, her efficacy as a parent had been witnessed and validated by the therapist over a longer period of time, thus enhancing her sense of parental competency. All of the other parents oscillated from one extreme to the other. This pendulum-like vacillation in itself can be understood as characteristic of the process of change.
Other categories
The other categories from the family interviews and the therapy sessions were as follows.
Good therapeutic relationships
Many parents had a positive view of their own and their children's relationship with the R-team therapists. They reported feeling respected and valued, describing this as a contrast to their previous experience with other services. They viewed this positive relationship as an important factor in therapy, because it provided opportunities for 'having someone to talk to', 'being listened to' and 'being acknowledged and validated' and enabled them to believe that they were 'capable of making change'. They also stated that the therapists' communication styles and active engagement in therapy contributed to the positive therapist-child relationship.
Having good access
The families' notions of good access were as follows:
• having help available when necessary;
• receiving therapy in an 'accessible language'.
The families frequently expressed their appreciation in interviews, saying, 'The therapist is available whenever needed'.
The families also mentioned the accessibility of the language and the communication style of the therapists as positive features. They liked the way the therapists spoke. One mother said that she decided to accept the R-team's help due to the language the therapist used. The ways in which therapists talked with their children also emerged as an important feature of the service. Another parent described her therapist's language as very down-to-earth in a way that encouraged her child to engage with the therapist. The therapists agreed that such issues of access were important, a point to which I will return later.
The other categories from the family interviews were as follows: (1) Being given knowledge/advice/information/practical help (2) Being (made) aware of one's own abilities (3) Having confidence (4) Asking for help (an important first step for change) (5) Children growing out of bad behaviour (time solves problems) (6) The school's role in change (school is important), All of these categories except (5) and (6) describe specifically what the families and the children required to increase their sense of agency. Furthermore, categories (1), (2) and (3) describe the families' and children's resources.
Many parents thought that 'time will solve the problems' and 'children will grow out of these problems eventually'. These statements can be interpreted as the parents' implicit wish that their children's problems could be solved without their involvement and as their expression of 'hope'.
Interruption is information
During the therapy sessions with A's family, the music from the radio, which might be thought of as an interruption, triggered a conversation about A's tastes in music, and made it possible for the family to talk about what A was good at, what A's interests were, and what she wanted to become in the future.
A. participated actively in this discussion in a nice contrast to her previous refusal to speak. The humourous atmosphere encouraged good spirits among the family members. This change in the mode of interaction and atmosphere indicated that therapeutic change was happening, and served as an example of 'enabling change at home'. The therapist used very relaxed, understandable, everyday language. The conversation was clearly therapeutic because in the earlier part of the session there was little of this kind of enjoyable exploratory interaction among the family due to an atmosphere dominated by the gravity of A's behavioural problems.
Children's perspectives on the process of change Due to the paucity of the data, I could only speculate as to what the children might be thinking. Both in the interview and the therapy session, D and D's siblings described the changes in their own behaviour as positive and provided concrete examples. D also stated that the change occurred because he now had a better relationship with his mother, who 'stopped nagging him' and gave him more time and opportunities to reflect on his own actions and calm down. She also gave D useful advice. D mentioned that when an adult listened and spoke to him calmly, he was better able to listen to the person.
Categories from the focus group discussion
From the focus group discussions, the following core categories were formed, which can be understood as the therapists' working principles and their view of what is important in therapy.
• Home-based treatment has value • Providing good access • Doing power relationships differently • Working on context is important • Having hope and belief that families can change • Emphasis on teamwork and team ethos.
The categories of 'providing good access' and 'emphasizing context' were described as the team's 'political therapeutic stance', i.e. the basis of the team's ethos. The remaining four categories can be seen as the products of working with these clients in a community setting. Figure 2 shows the relationship between these categories. The therapists' professional development
In focus group discussions the therapists often compared their practice, principles and strategies with customary, clinic-based practice. I initially understood this as the therapists' predilection for their own way of working. However, upon reading the transcripts, I realized that the reason for these comparisons lay in the fact that the team was set up to work with families and children who were unable to attend clinic sessions. I noticed that the therapists talked about how their practice had changed over the course of working in the R-team and how they had become convinced of the value of teamwork and doing home visits. When asked whether they would consider bringing the family back to the clinic once the family became engaged, one therapist said, 'If you'd asked me a year ago I would have said "yeah", but now I would say I'd be thinking of having a conversation about it [with the family]. . . because sometimes that difference [between working at home and working at the clinic] might be helpful . . .'. The therapist went on to say, 'I'm less convinced now of the theoretical coherence about bringing families to the clinic'. They came to view home-based treatment as a valuable option: '. . . we have got better over time at engaging people more quickly and we have generally less and less missed appointments than we did when we first started . . . maybe we're more realistic about the number of appointments we offer, maybe we're better at actually asking people how they want them and where they want them, and what's the point of them, and having conversations about their usefulness . . .'.
There was a strong sense that the therapists had developed their skills and ideas of therapy through working in the R-team and providing home-based treatment to the families that had multiple problems, were marginalized, and were often difficult to reach.
The therapists described the following changes. They:
• became convinced of the value of home-based treatment;
• realized that working with language alone is not always useful;
• realized that therapy sessions are not always useful to the client;
• became better at engaging the family and building more realistic views about what they could provide and what the family wanted from them; • created a team ethos that emphasized teamwork;
• engaged in 'permission-seeking' practice (Aggett et al., 2015) and positioned themselves 'alongside the family'.
Value of home-based treatment
The 'value of home-based treatment' was the most densely described category. This represented an important principle of the team ethos and bore a strong relationship to the other major categories including 'providing good access', 'power relationship [with clients] should be enacted differently' and 'having hope and belief that families can change'. The therapists describe the merits of home-based treatment as:
• providing different kinds of help from clinic-based work; and • providing good access, information, and opportunities.
Providing good access
Three aspects of 'providing good access' were mentioned, namely, providing good physical access, using accessible language and having an accessible communication style. The therapists believed that providing good access made it possible to engage every family. Good physical access was provided by offering therapy in the community and by being available whenever a family required help. In the family interviews, two parents commented that the therapists' availability was very helpful. The therapists stated that their teamwork allowed them to improve their clients' access to the service they provided.
The therapists also emphasized the importance of 'fitting language to families' and said that they 'work hard to find other ways of having conversations and to make the conversation more available' by using 'overt', 'simple and straight', 'explicit and concrete' and 'clear and direct' language. Therapists recognized that the language they used was particularly important for families with children suffering from conduct disorders because they believed that part of the problem of these families was their lack of confidence and their inability to 'talk effectively'. In other words, these families were often 'language-poor' and it was therefore necessary to use understandable language.
The R-team therapists viewed the use of an active communication style with more activity-based exchanges as a means of helping people, especially children and, in particular, boys, to change through their actual experiences and to talk about serious issues. For example, one therapist asked a boy to stand on a spot between two walls to represent how well or bad he felt rather than asking him to describe his feelings verbally. This communication style encouraged playfulness, laughter and jokes, and required a sense of humour and flexibility.
The therapists also stated that home-based treatment provided opportunities to gain good access to information about the family's situation, the realities of their lives, and their relationship with each other. They said, . . . by seeing things, we gain a different understanding of the situation and things become more meaningful . . . . . . one of the things is that we may not be told more information in the sense of that actually being the words that come out of their [family's] mouth, but we have more sharing of information because we are there with them in that environment and that is information which is hugely useful.
we notice things that we want to bring into the conversation which they haven't thought we need to talk about . . . sometimes you can see strengths that wouldn't be evident if you weren't there. . . .
As stated earlier, this accessibility was valued by the clients.
The therapist's position in relation to the client Two different aspects of the therapists' position were discussed. The first aspect related to the issue of the power that therapists have, and the second involved the issue of hope.
Doing power relationships differently
The therapists identified 'doing power relationships differently' as an important part of their team ethos and a component in the process of change. The defining properties of this category are:
1. permission-seeking practice; and 2. being alongside the client family.
The therapists tried to shift their position in relation to the clients' family by constantly seeking permission from the family: '. . . you describe asking permission as a way of actually introducing [an idea] in a concrete way of empowerment and control, and who is in charge in these kinds of conversations and relationships . . .'.
The R-team therapists stated that they were able to achieve this position more easily when they practised home-based treatment. By asking permission, the therapist hands power back to the family, and 'is in the position of being honoured and privileged to be allowed into the family home'. This also means that the therapists are tentative about their usefulness and leave the judgments to the family. It is a position of 'having expertise but not being above the family' and of viewing themselves as a 'helper, not rescuer' and a 'collaborator'.
In this position, the therapists 'stand alongside clients' as a fellow human, through sharing the family's experiences in their home and witnessing their difficulties, strengths and environment. It this way the therapist becomes better equipped to act as a 'collaborator'. This shift in the therapists' position influenced the therapist-client relationship as stated in the family interviews mentioned earlier.
Holding hope
'Passionate belief and hope for change' was mentioned as the team ethos. This consisted of:
1. believing that the family is trying hard for their children; and 2. seeing the family as people for whom change is difficult not because of their intrapsychic problems, but because they are stuck in relationships and contexts.
The team saw the therapists' position and role as holding out hope, being a witness to changes the family were making, validating these changes, creating space for the clients to acknowledge improvements and enabling clients to have a different experience and understanding of themselves and their situation.
The therapists believed that perceiving someone differently enabled the person to behave differently and that hope was necessary for people to change. They believed that the family would change through the experience of being in charge.
Home-based treatment provides therapists with rich information about the family's strengths, abilities and resources (for example visits by a family friend, the presence of a sibling, etc.), which is not always available in clinic sessions. It also provides the family with opportunities to do things differently, and for the therapist to witness this process, making it easier for the therapist to hold out hope.
Emphasis on working on contexts and professional networks
Working on contexts and professional networks involves sharing the R-team therapist's view of the family with other professionals. The Rteam therapists view families as people who have been unable to change because they are stuck in certain relationships and contexts. This idea is based on the therapists' position of 'holding out hope' and of believing in the possibility of change, both of which are important aspects of the R-team ethos.
In professional networks, the R-team therapist functions as a 'gobetween for the family and the other professionals', explaining the roles of the other professionals to the family and sharing their own hopeful view of the family with other professionals. 4 The team also believed that sometimes the context(s) needed to change, rather than the family.
The R-team therapists saw network meetings as important but were aware that they could be difficult for the parents. They advocated organizing meetings differently. For example, the therapists could act as 'outsider witnesses' (McQueen and Hobbs, 2014) to acknowledge the successes the family have made in solidifying change. The team also emphasized the importance of transparency at the network meetings.
Treating the client family as a team
By sharing values and basic working principles, therapists were able to treat the client families as a team. Other members of the team were thus able to deal with the family when the primary therapist was not present. This team ethos can also support therapists when they experience difficulties in their work. This team ethos appeared to have been created through the therapists' work with this group of clients. 'Holding clients as a team' made it possible to secure good access to the family.
Discussion
Congruity between the perspectives of the therapist and the family A striking similarity was observed between the therapists' and the families' perspectives. Large differences are known to occur between the two sides' notions of the therapeutic process (Helmeke and Sprenkle, 2000) , making the agreement in views between the two parties in this study surprising.
The congruity in perspectives may have been due to the participating therapists' adequate knowledge of the family gained through home-based treatment. The categories formed from three different sources, namely, therapists' discussions, family interviews and therapy sessions, are all closely connected and interwoven.
From the families' perspective, two issues were necessary for successful therapy, namely, 'good access' and 'good therapeutic relationships'. In the therapists' focus group, 'value of home visit' and 'doing power relationships differently [with clients]' were seen as important. These two sets of categories are apparently connected, as I will proceed to explain.
Issue of access
The families appreciated three aspects of good access provided by the R-team, namely, the good physical access provided by home visits, the therapists' availability and the use of accessible language. The R-team therapists thought that the 'home visit was a valuable option because it made therapy more accessible to the client family, and made information about the family life more readily available to the therapists'. The therapists' efforts to provide good access through teamwork were aimed at increasing their availability. Also, their effort to use accessible language resonated well with the family's views.
Issues of power
Sutherland (2007) defined 'power' in therapy sessions as 'the advancement of one's own perspective in a conversation ' (p. 202) . Concerning the issue of power, Aggett et al., (2015) also described the 'permission-seeking stance' as the therapist's actively putting the family in charge rather than accepting the family's invitation to let the therapist make the decisions.
In this study, the parents stated that for them and their children to have a good therapeutic relationship with the therapists was important for the success of the therapy. They liked the fact that the therapists asked for their opinion and that they could share their ideas freely with the therapists, which made them feel respected and valued. This view resonates with the therapists' ideas of 'doing power relationships differently' (with clients). The therapists viewed this stance as important for forming a good therapeutic relationship and creating positive change. Data analysis demonstrated that 'permission-seeking' and 'being alongside' were two different aspects of this process. The therapist described 'permission-seeking' as consisting of constantly checking with the family in order to increase their sense of agency. 'Being alongside the family' meant sharing experiences with the family and witnessing what was happening in their home.
The participating therapists thought that home-based treatment offered more opportunities for taking this stance. Waisbrod et al., (2012) provided detailed case descriptions of clients changing through home-based intervention. In all of Waisbrod's cases, there was a shift in decision-making power and hierarchy of the therapist and the clients, which corroborated the importance of shifting the balance of power between the therapist and the client in favour of the latter. This shift appeared to be easier to achieve through home-based treatment.
The issue of power is relevant to children with conduct disorders and their families especially in home-based treatment. Aggett et al., (2015) stated that these parents often 'have had abundant experience of being robbed of power through violence ' (p. 198) and positioned in the 'discourse of powerlessness ' (p. 199) . These parents were often disadvantaged and had suffered inequality and injustice. When a therapist enters the client's home, renegotiation of power becomes inevitable. However, few reports are available on these issues in relation to home-based treatment (Aggett et al., 2012; Waisbrod et al., 2012) . Further research on this topic is required.
Holding out hope
Flaskas argued that hope and hopelessness co-exist (Flaskas, 2007) . Similarly, Byrne and McCarthy described the relationship of hope and despair not as opposing concepts but as discursive identities which oscillate (Byrne and McCarthy, 2007) . In this study, families oscillated between 'having hope and a sense of agency' and 'being hopeless'. The therapists' efforts can be seen as helping the family to increase the balance of 'hope' in the coexistence of hope and despair and to modify their feelings and thoughts in order to augment their sense of agency. Weingarten (2007) noted the relational context of hope, saying that hope is held within a network of people, and when one despairs, others can hold out hope for the person instead. She described hope as a 'task' and an action, presenting the notion of 'reasonable hope' that involves mixing hope and hopelessness together, but still being willing to act for hope (Weingarten, 2010) .
Throughout the focus group discussions there was a strong sense of the R-team therapist's belief that the R-team families possessed the ability to change. This belief, communicated to the families, exemplified 'doing hope' for each other, in Weingarten's sense.
Home-based treatment and the therapists' development
An increasing number of authors are endorsing home-based family therapy due to its efficacy (Lindsey et al., 2009; Waisbrod et al., 2012; Yorgason et al., 2005) , especially in building therapeutic alliances and thus increasing treatment attendance, in engaging hard-to-reach families (Slesnick et al., 2004; Thompson, 2009; Thompson et al., 2007) , and in gathering rich information about the family (Gordon et al., 1998; Morris, 2003) . Some reports have discussed therapists' perspectives on home-based therapy by examining the issues of boundaries and therapeutic relationships from an ethical perspective (Ofer, 2007) or the need for training (Christensen, 1995; Synder and McCollum, 1999) . However, such studies are still scarce, and only a few discuss the issue of power in the context of home-based treatment, as mentioned earlier. Synder and McCollum (1999) found that family therapy trainees who participated in home-based treatment experienced the challenges of defining therapeutic boundaries, hierarchy and power, which led them to reformulate their ideas about family therapy.
Similarly, the R-team developed professionally by providing homebased treatment and formulated their working principles, especially their ideas concerning hierarchy, power and therapeutic boundaries, through their experiences. The team and the participating families both agreed that home-based treatment was valuable.
Good therapeutic relationships enable the families to be more in charge Many studies (Asay and Lambert, 1999; Krupnick et al., 1996; Lambert, 1992; Sprenkle et al., 1999; Sprenkle et al., 2009 ) have discussed therapists' ability to establish positive relationships with their clients as one of the determinants of a good therapeutic outcome. Alexander et al., (1976) showed that warmth, affect-behaviour integration and humour stemming from the therapists' interpersonal skills accounted for 44.6 per cent of treatment outcome variances in families with delinquent adolescents. Tighe et al., (2012) and Norcross (2010) demonstrated the importance of therapeutic relationships as a motivating force in MST therapy.
Based on Bordin's concept (1979), Thompson (2007) defined the therapeutic alliance as an 'agreement on goals, establishing tasks, and building a bond ' (p. 40) . In this sense, the R-team therapists managed to build good therapeutic alliances. By their 'permission-seeking' stance of putting the family in charge, they were better able to agree on goals and tasks. They also tried to create a strong bond with the client by positioning themselves 'alongside of the family' and by holding out hope.
The R-team therapists understood that good therapeutic alliances were important both for engagement and for the process of change itself. This resonated well with the participating parents' ideas that having a good and lasting therapeutic relationship with the therapist was an important factor in producing positive change and may have been particularly important for the families in this study, who tended to experience unproductive relationships with helping professionals often due to their own disruptive life patterns.
The results of this study suggested that the community team succeeded in establishing good therapeutic alliances requiring less intensive but longer involvement.
The importance of teamwork and team ethos
Having a team ethos was vital for the R-team therapists. By sharing values and basic working principles, they were able to treat the client families as a team and increased accessibility for the families.
The concept of a team ethos is rarely mentioned in the literature on the treatment of conduct disorder. However, in many successful treatment programmes such as MST and MDFT, the therapists have intense relationships with their colleagues in the team, a behaviour which may function similarly to the R-team's team ethos.
The R-team method represents the possibility of providing good access through teamwork and of sharing knowledge about each other's clients without intensive coverage seven days a week, twentyfour hours a day.
Conclusions: implications for therapy
This study had several limitations. First, the study was much smaller than originally planned, due to time constraints. The difficulties in recruiting newly referred families made it impossible to record the mid-phase therapy session for all of the participating families. The participating families were well engaged with this team, and therefore the results of this study were limited and biased. The children's attendance at the interviews was not particularly encouraged. Because the parents' and children's perspectives may have differed, more effort should have been made to ascertain the latter. Finally, the size of this study made it impossible to draw any clear conclusions.
Despite these limitations, the findings suggest that home-based treatment is a viable option for children with conduct disorder because it increases accessibility for the clients, making it easier for the therapist to take a 'permission-seeking stance' and to 'be alongside' the family in order to help them be more in charge and for the therapist to hold out hope.
5 It also demonstrated the therapeutic potential of CAMHS teams in working with these clients effectively.
This project also raised my awareness of the power I am invested with in relation to my client. I now make a greater effort to take a 'permission-seeking' stance, to foster productive therapeutic relationships, and to increase opportunities for positive therapeutic changes.
Little research has been done on the clients' and the therapists' views of therapy for children suffering from conduct disorder and their families. Further research will provide useful additional information.
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Notes
1 All study participants provided informed consent and the study design was approved by an ethical committee at the Bexley & Greenwich Research Ethics Committee. 2 Since the time of the study, the R-team has changed its membership and the way it functions. 3 The original plan involved audiotaping the beginning and middle phases of the therapy sessions with all four participating families to capture some changes. However, due to situational and time constraints, audiotaping was restricted to the middle phase session. For similar reasons, only two therapy session recordings with two families were able to be made. 4 This does not imply that risks inherent in a given case were overlooked. The children's risks were assessed in detail, and occasionally the team made the decision not to work with a family, due to the risks posed to the children or the therapist. 5 There are always some risks in home-based treatment. Therefore, all R-team therapists are trained to keep themselves safe during home visits, and every initial visit is carried out by two therapists with the cognisance of the remaining team member.
